TRANSACTIONS OF THE NEW YORK 
SURGICAL SOCIETY. 


Stated Meeting, November 8, i8pj. 

Akpad G. Gf.rster, M.D., President, in the Chair. 

(ESOPHAGEAL STRICTURE CURED BY CUTTING WITH 
A STRING. 

Dr. Roiif.rt Abiie presented the second patient on whom he had 
operated by this new method, a child three years of age, upon whom 
he had operated last June for impermeable stricture of the oesophagus 
by cutting with a string, after the manner practiced in a case pre¬ 
sented about eight months ago (see Annals of Surokrv, April, 
1893, p. 489). This child swallowed half a cupful of caustic alkali 
six months before it was brought to him. There had been bloody 
discharge from the throat for some weeks, followed by inability to 
swallow even milk. The emaciation became extreme. Being unable 
to pass even the smallest instrument down the oesophagus, the reporter 
performed gastrostomy, and from below was able to pass upward a 
very fine filiform bougie without much trouble, bringing with it a 
string up into the mouth. He then succeeded with the aid of this 
string in passing very small conical bougies, dilating the stricture after 
Billroth’s method up to the point where it was impossible to stretch 
further, which was only a small catheter size. He then attached a 
string to a bougie, brought it out through the mouth and with it per¬ 
formed oesophagotomy, by see-sawing it up and down, while a larger 
conical bougie was pressed hard into the stricture from the stomach, 
thus cutting the strictured portion until the size had been reached 
which he thought the child’s (esophagus would stand with safety. 
Only a few drops of blood were lost. The gastrostomy wound was 
then closed. After a few days dilatation was begun, and kept up daily 
fora time; at present it was being repeated every other day. The 
child now swallows all kinds of solid food, and is strong and healthy. 
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Dr. Abbe said the patient whom he had first operated upon in 
this manner last year still remains in perfect health. The largest 
cesophageal tube that is made is still being passed weekly by the 
patient. 


STAB WOUND OF THE ABDOMEN, WITH MULTIPLE 
WOUNDS OF THE INTESTINE ; OPERATION; 

RECOVERY. 

Dr. L. A. Stimson presented a man, aged eighteen, who had 
entered the Chambers Street Hospital, the morning of October 10, 
having been stabbed in the abdomen with the large blade of a pen¬ 
knife at eight o’clock the same morning. The wound was a little 
below and at the right of the umbilicus, and was about half an inch 
in length. The patient seemed comfortable, made no complaint, 
showed no signs of collapse, and the wound seemed to have been 
limited to the abdominal parietes. The unly unfavorable sign was 
marked pallor, but the orderly who had seen the patient’s mother 
said her complexion was the same, so that no inference could be 
based on that peculiarity. The pulse, however, was small and wiry, 
so that Dr. Stimson thought it best to explore the wound, which was 
done after the administration of an anaesthetic, and was found to 
have penetrated the abdomen. On opening the belly more than a 
quart of free blood was found in it, three incised wounds of the 
small intestine, each about a third of an inch in length; tw o wounds 
of the omentum and one of the mesentery, which had furnished the 
blood. The wounds were closed by a single row of silk Lembert 
sutures, and the patient made an uninterrupted recovery, but retained 
his waxy color. 

Dr. McBurnev queried whether surgeons are not sometimes too 
slow in resorting to exploratory incision of the superficial parts in 
order to determine the exact nature and extent of wounds of the 
abdominal walls. He thought the tendency is, judging by what is 
said and printed, in the direction of delay, whereas the only way of 
assuring one’s self of the true condition of things is by exploration 
through an incision. Dr. Stimson had spoken of the difficulty of 
deciding before operating whether his patient had a serious internal 
injury or was only suffering from emotional shock. It has been often 
noticed that in cases of small wounds of the abdomen it is very 
difficult to say whether the peritoneal cavity has been opened or not 
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unless one is able to pass a probe readily through the abdominal 
parietes. It is better to open up the wound, beginning with the 
superficial tissue and splitting up the walls layer by layer, and thus 
determine without damage to the patient whether the injury has 
reached the abdominal cavity. Such a rule, it seems to him, would 
be a sound one. 

Dr. Wyeth inquired of Dr. Mcllurney whether he would put 
off the preliminary incision until after reaction from shock, if shock 
existed. 

Dr. McHl knev said his reply would be the same as if the wound 
were at some other part of the body. It was not usually a question 
of an hour or two. He would, of course, wait until the patient was in 
proper condition for examination, unless the indications were clear 
that immediate action should be taken. 

Dr. Auiie thought that if there was fear of shock from a pro¬ 
longed operation, etherization, etc., cocaine might be used for a 
moderate laparotomy to determine the essential points. In one case 
of stab-wound over the stomach in a man, he used twelve drops of 
2 per cent, solution of cocaine, made a two-inch incision, explored 
the entire anterior surface of the stomach with perfect satisfaction, 
and, finding no interior injury, closed the abdominal opening and 
the man recovered. 

Dr. McBurney replied that he did not like a combination of 
ether and cocaine, which might be made necessary if the intestine 
were found to be wounded, calling for the substitution of ether for 
cocaine. 


PISTOL-SHOT WOUND OF THE ABDOMEN; OPERATION; 

RECOVERY. 

Dr. Sitmsox, in connection with the former case, related 
another, that of a large, strong man, aged fifty-five, who, on the 
thirtieth of October, walked into the Chambers Street Hospital and 
said that a short time before a man had shot him in the abdomen 
with a pistol, 44 calibre, at short range. The wound was found to 
be a large, ragged one, a little below the level of the umbilicus and 
nearly directly above the anterior superior spine of the ilium. Con¬ 
siderable cloth was missing at the hole in the clothing. He had 
walked into the hospital and it required some persuasion to keep him 
from going home before the wound could be explored. The bullet 



LACERATED ICO UND AT THE ELBOW. 


9 1 


hail perforated the sigmoid flexure in two places, had struck the ilium 
and lay loose under the iliacus muscle. Clothing and feces and a 
little blood were removed, the wounds in the colon were closed and 
the track drained with a tube and iodoform gauze. The patient 
made an uninterrupted recovery. 

I)r. Stimson said the point which he wished to emphasize in the 
two cases was the entire absence of acute symptoms, or symptoms of 
collapse, which not infrequently exist in penetrating wounds of the 
abdomen. He remembered the case of a person who had been 
struck in the abdomen by a bullet, was brought to the hospital 
apparently moribund, and on examination the bullet was found in 
the clothing, not having penetrated the skin at all. The collapse 
had been emotional. Collapse seemed often to depend more upon 
the circumstances of the shooting than upon any visceral injury. 
I)r. Stimson has had five cases of laparotomy for penetrating wound 
of the abdomen, with three recoveries. 

Dr. Gf.rster said he would emphasize the necessity for ascer¬ 
taining the exact condition of things after injuries of the abdomen, 
irrespective of the seeming condition of the patient. He recalled a 
case which occurred last winter in a boy who had been shot in the 
abdomen, who had been brought to the hospital apparently in good 
condition, having no symptoms of shock, internal hemorrhage or 
escape of feces, yet when the abdomen was opened six hours after the 
injury, three perforations were found, two in the small intestine and 
one in the large intestine. Faecal matter had escaped, and there was 
beginning intense local peritonitis. He disinfected the peritoneum 
thoroughly, applied intestinal sutures, and treated the wound openly 
in order to afford as free drainage as possible, but the patient died of 
septic peritonitis within twenty-four hours of the operation. Had the 
operation been performed earlier, the chances of recovery would cer¬ 
tainly have been better. In this case simple probing of the wound 
yielded no information whatever. It was necessary to slit it up in 
order to determine whether the bullet had penetrated the abdominal 
cavity. 

LACERATED WOUND AT THE ELBOW; SUTURE OF 
DIVIDED ULNAR NERVE WITH RAPID RE¬ 
TURN OF FUNCTION. 

Dr. Stimson presented a butcher who had entered the hospital 
the 24th of October, shortly after having received a wound of the 



92 


ME IV YOKE SURGICAL SOCIETY. 


inner side of the arm, four inches long, just above the elbow, caused 
by slipping and catching the arm on a meat-hook. The ulnar nerve 
had been divided and six inches of the upper fragment hung depend¬ 
ent from the wound. The ring and little fingers were partly flexed, 
and the patient was unable to use them. The house surgeon at once 
made an incision in the forearm below the elbow, found the upper 
end of the lower segment of the nerve ; then passed a probe through 
the track which had been occupied by the upper fragment and dragged 
this portion behind the epitrochlea to the lower segment and fastened 
the two ends together. The interesting point in the case was that 
the next day the patient called attention to the fact that he could 
move the hand as well as ever. The anaesthesia in the fingers also 
rapidly diminished, so that by the end of the week one could only 
say sensation was somewhat duller than normal. Dr. Stimson pre¬ 
sumed the prompt return of nerve power was not to be attributed to 
primary union of the divided nerve, but to compensatory supply. 


TWKXTV-SIX CALCULI REMOVED FROM THE DEEP 
URETHRA. 

Dr. Stimson also presented twenty-six calculi which he had 
removed from the deep urethra in a man who had sulTered during 
many years from organic stricture of the urethra. 

Dr. Wtu.v Meyer said, with regard to the calculi presented by 
Dr. Stimson, that he thought they were not of the deep urethra, but 
of the prostate gland. He had removed fifteen small stones from the 
prostate, and such cases were not infrequent. The stones were easily 
shelled out of the gland with the finger. 


SARCOMA OF THE KIDNEY. 

Dr. Robert Abbe then read the paper of the evening upon 
“ Sarcoma of the Kidney.” (See page 58.) 

Dr. Charles McBurnf.y endorsed heartily the position taken by 
Dr. Abbe with regard to the propriety of operating on cases of sar¬ 
coma, and even on carcinoma of the kidney where the conditions are 
such that a successful result is fairly probable. From the statistics 
now existing, the outlook is very encouraging, especially when is 
remembered the certainty of steadily advancing disease and disability 
with finally a fatal issue when the disease is left to itself. In card- 
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noma of the rectum surgeons perform inguinal colotomv for the relief 
of the obstruction, although it is krown that the patient cannot live 
longer than a year; surely there is greater reason for removing a sar¬ 
comatous kidney when one may thereby considerably prolong com¬ 
fortable life. 

He had never practiced the line of incision which the author had 
described, but he should agree with him most decidedly in the gen- 
eral’principle of making an incision long enough to permit of free 
manipulation, and particularly in making the approach from the front. 
He had spoken on that subject before the society on a former occa¬ 
sion, and he now repeated that he was a very strong believer in the 
anterior incision, reserving the lumbar incision for the few cases in 
which the tumor is small and can be properly handled through a pos¬ 
terior incision. He believed, also, that a good many dangers con¬ 
nected with removal of smaller tumors of the kidney could be avoided 
by making a free anterior incision, longitudinal or lateral. 

Dr. John A. Wyeth inquired whether the intestine had given 
any trouble by getting into the field of operation while the patient 
was in the Trendelenburg posture. 

Dr. Abiie replied, not at all. The child was not only put in 
the Trendelenburg position, but was also turned on the side, so that 
the tumor was uppermost. 

Dr. Wyeth rejoined that he had been led to ask the question 
because it seemed to him that the position which the patient occu¬ 
pied was an important point in controlling haemorrhage. In the two 
cases which he then recalled, in which he had removed kidney tumors, 
there had been great haemorrhage, and he would be very glad if, by 
placing the patient in the Trendelenburg posture, this danger could 
be overcome. 

Dr. F. Kammerek remarked that he had in three cases, two in 
children, one in an older person, made the attempt to remove large 
sarcomatous tumors of the kidney without success. The first of his 
cases was in a boy of seven years. The tumor filled the greater part 
of the abdomen. The incision was made in the median line. There 
were adhesions of the omentum to the anterior surface of the growth, 
and in separating these some htemorrhage occurred. During further 
manipulation a severe collapse came on, so that further efforts to 
remove the tumor had to be abandoned. He died of the disease 
some months later. The second case was in a man, aged forty-five. 
The operation, begun by an incision at the outer border of the rectus 
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muscle, had to be discontinued, and the patient died a few days later 
of shock. The third attempt was recently made at St. Francis’ 
Hospital, in a girl, aged five years, in only fair condition. He again 
incised over the tumor to the outside of the rectus. Upon opening 
the abdominal cavity the descending colon lay exactly over the 
tumor, its mesentery was spread out and large vessels were seen to 
run from the gut in both directions over the tumor toward the 
vertebral column. Thinking that this condition did not warrant 
further interference, he closed the abdominal cavity, and the child 
recovered for the time being. 

Judging from other personal experience with the transverse 
incision in nephrectomy, and especially in operations for impacted 
gall-stones, the speaker believed he might have been more successful 
in one or the other case if he had employed a transverse incision 
instead of a longitudinal one, more especially as he had now seen 
Dr. Abbe's encouraging cases. In large kidney tumors the question 
of extra or intra-peritoneal incision seemed to him to be a useless 
one. The proper way to deal with these tumors is a transverse 
incision in the lumbar region, extending, if necessary, beyond the 
reflection of the peritoneum upon the abdominal walls and opening 
the peritoneal cavity. This incision can be prolonged to the median, 
if more space is required. The freedom thus afforded in intra¬ 
abdominal work cannot be too highly estimated. The advantage of 
Trendelenburg's position in these cases seems to be the prevention of 
shock by lowering of the head, but a somewhat lateral position, with 
elevation of the region of the tumor, seemed to him the best for con¬ 
trolling haemorrhage. 

Dr. Geksiek said that he had employed a transverse incision in 
all renal operations during the last four or five years, and he had had 
every reason to be satisfied with it. It is incomparably better than 
the longitudinal one. The ordinary lumbar transverse incision used 
in ordinary nephrectomies could easily be extended to the median 
line in cases of large malignant tumors of the kidneys. In only one 
of his cases was the tumor malignant—carcinoma—in which case the 
growth was removed, but the patient died of thrombosis, which 
extended from the large veins, contained in the investment of the 
tumor to the mesentery of the transverse colon. At the autopsy the 
transverse colon had the appearance of beginning necrosis. 

Dr. Auhe said that although the transverse incision across the 
abdominal muscles bleeds a little more, and is attended by some 
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retraction of the edges of the wound, it is, he believed, more favor¬ 
able for the production of a solid scar than an incision outside the 
rectus muscle. In closing the latter incision one or two layers of the 
fasciats are apt to slip back and not be grasped in the suture, causing 
a weaker scar. Where the muscle is cut across, however, deep 
cicatricial union takes place between the ends of the muscles, leaving, 
according to his experience, a more durable and solid scar than after 
a vertical incision. 

He had always felt that the Trendelenburg position owed its 
advantages largely to the drainage of the venous blood away from 
the pelvis and site of the operation, an advantage which is enhanced 
in the cases under discussion, by placing the patient on the side as 
well as in the elevated position. 


ENORMOUS TUMOR OF THE OVARY. 

Ur. Gerstbr presented a colossal solid tumor of the ovary 
which he had recently removed from a woman thirty-seven years of 
age, married eighteen years ago. Before marriage she had had one 
attack of peritonitis. Immediately after marriage it was noticed 
that there was a tumor in her abdominal cavity. She never became 
pregnant. Menstruation was always normal and free from pain. The 
tumor grew very slowly. In r883 it had reached proportions where 
it began to incommode the patient, and she went to Erlangen, Ger¬ 
many, where fibroid of the uterus was diagnosed, and she was strongly 
dissuaded from any radical operation. She was there treated by the 
Apostoli method, without visible improvement, until she got tired 
and left. Since then she had lived in the far west in this country, 
the tumor growing steadily and slowly. Finally ascites was added, 
and her condition became unbearable. When first seen by the 
reporter she appeared to be in good general condition, in spite of 
the immense abdomen. As there had been no hamiorrhages, and the 
lungs and kidneys seemed to be in good condition, the case was not 
entirely hopeless. There was a marked facies ovariana and distinct 
pigmentation. On bi-manual palpation the movements of the tumor 
seemed transmitted to the cervix uteri, but not so markedly as one 
would expect where the tumor was closely connected with the body of 
the uterus. 

In consequence of the enormous distention of the abdomen it 
was impossible to come to a positive conclusion as to the nature of 
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the growth. There was no fluctuation connected with the tumor. 
An incision was made, extending from the xiphoid to the symphisis 
pubis. The |x?culiar white appearance of the tumor showed at once 
that it was not a tumor of the uterus. Further examination of its 
relations showed that in all probability it was a solid tumor, con¬ 
nected with the left ovary, almost free from adhesions. The pedicle 
was fully as large as a man’s arm, contained enormous vessels, and 
was deligated in ten or twelve parts and cut off. Then on lifting the 
tumor a considerable adhesion to the mesentery of the rectum was 
found, which also was divided into a number of masses and tied off, 
after which the enormous tumor was lifted out and the abdomen was 
rapidly closed. The first fluid which had escaped on opening the 
belly was bloody. The operation had been performed five days 
before, and the subsequent course had been entirely uneventful. 
Although the operation lasted an hour and a quarter, there was not 
the slightest shock sustained. The tumor weighed exactly fifty 
pounds. The pathologist reports that it is a fibro-sarcoma of the left 
ovary, with numerous calcareous masses which render it hard and 
dense. There was a small cavity in its interior, containing three or 
four quarts of fluid. 

I)r. Gerster brought the case before the society because it bore 
upon the statement which gynaecologists make frequently, that it is 
not worth the surgeon’s while to remove tumors after they have 
reached a certain size, as the patient will surely die. Such statements 
were refuted in the presented case, anti it was refuted in another case 
which he had not yet reported, a case in which the tumor, an 
ovarian cystoma, weighed sixty pounds, and the patient was dis¬ 
charged cured in a fortnight. The tumor had been present a long 
time. The woman’s general condition was good, and she was simply 
incommoded by the enormous size of the tumor. This woman had 
seen two or three specialists in the city, and all had advised against 
an operation. The reporter had proposed to make an exploratory 
incision with the intention, should the adhesions prove very firm and 
extensive, of closing the belly without further interference. It was 
predicted that he would meet with adhesions without end, and that 
to dissect out the tumor would be an impossibility. An incision of 
four inches was first made; then no adhesions appearing, he there¬ 
upon punctured the tumor, evacuated many pailfuls of fluid. Com¬ 
pleted the operation in a very short time, and the patient made an 
uninterrupted recovery. 
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Dr. Charles K. Brii>i>ox stated that he regarded all these cases 
of large tumors as fit for exploratory incision. No one can tell any¬ 
thing about the adhesions without such procedure. He had seen 
many cases of large tumors where unexpectedly no adhesions were 
found; others where there were adhesions when the reverse was antici¬ 
pated. He had within eighteen months removed a solid tumor from 
the abdomen weighing thirty-nine pounds, an incision being required 
which extended from the xiphoid down to the pubis. The connec¬ 
tive tissue of the omentum had been absorbed, leaving only the 
enormously enlarged veins and lymphatics passing from the fundus 
of the tumor to the transverse colon. The veins conveying the blood 
from the tumor were estimated by some present and stated to have 
been an inch and a half in diameter, while the lymphatics were a 
quarter of an inch in diameter. There was no difficulty in removing 
the tumor. The veins were tied; the pedicle, which was long, was 
brought outside the abdominal cavity and was tied off. The woman 
did well until the seventh day after the operation, when she died sud¬ 
denly in the night, from, as he believed, thrombus of the pulmonary 
artery, originating in coagula formed in the enlarged abdominal 
veins. Within the last three or four weeks he had removed a large 
solid tumor from a patient on whom a surgeon in this city refused to 
operate about ten years ago. Nothing could have been easier to 
remove than the tumor in that case, and the recovery was uneventful. 


CASE OE INTESTINAL OBSTRUC TION FROM CARCINOMA 
OF C--ECUM. 

Dr. F. Kammf.rer showed specimens and related the history of 
a case of internal obstruction. 'The patient was a woman of fifty 
years, who had had five children. She was still menstruating every 
four weeks profusely. She had suffered from increasing constipation 
for the past six months. Five days before her admission to the hos¬ 
pital symptoms of acute strangulation had set in. 'There was vomiting, 
and castor oil and other purgatives had failed to act. Owing to con¬ 
siderable tympanites bimanual palpation of the abdomen was out of 
the question, and rectal palpation revealed nothing. Laparotomy 
was done in the median line. Upon opening the peritoneal cavity 
a gurgling sound was heard, and a loop of intestine, lying just below 
the abdominal parietes, was seen to recede to the left. Upon close 
inspection there was found a hard, evidently malignant tumor of the 
7 
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right ovary, al>out the size of a large fist, lying in the median line 
jnst above this coil of intestine. It had a pedicle about two inches 
in length, which lay in an antero-posterior direction, and about which 
the above-mentioned intestinal loop was thrown. There was no 
adhesion here, and the latter readily receded upon slight manipula¬ 
tion from its abdominal position. The left ovary was found low in 
the pelvis, of normal size, but evidently also degenerated, and was 
therefore removed. The entire colon was, to all appearances, dis¬ 
tended with gas, and its examination showed no further constriction. 
There were old adhesions at some parts of the abdominal cavity, more 
especially around the caput coli, but nothing abnormal was detected, 
believing that the obstruction had been found, the abdominal cavity 
was closed. During the further course the symptoms of obstruction 
were not entirely relieved, but, as there was a rise of temperature 
during the first three days after operation, and as the patient had had 
a fair movement of the bowels on the second day, the diagnosis be¬ 
tween acute peritonitis and unrelieved obstruction was not made. 
There was one suspicious symptom, however: the continuance of 
peristaltic attacks, less severe than before operation, but still evident 
and incompatible with the intestinal paralysis of acute general peri¬ 
tonitis. On the fifth day the temperature dropped to normal, the 
tympanites became somewhat less, gases escaped from the rectum, 
when an enema was given, but no satisfactory amount of fa:cal mat¬ 
ter since the one movement on the day after operation. The speaker 
had intended to re-open the abdomen, but complete anuria begin¬ 
ning on the fifth day, and terminating the patient's life on the sev¬ 
enth, prevented this. The post-mortem examination showed that 
a circular, almost complete, constriction (malignant) at the caecum, 
had been overlooked, liven then it was difficult to detect it among 
the adhesions at this (joint; it was only found after the parts had 
been removed from the body. The speaker thought that the lesion 
in the intestine was the primary one. and the deposits in both ovaries 
secondary (a very rare occurrence). Malignant degeneration in both 
ovaries, primarily, is not infrequent. Taken in connection with the 
status at the operation, this consideration encouraged the assumption 
that the real cause of obstruction had been found. 

CASES OE NEPHRECTOMY. 

Dr. F. H. Makkok presented a female upon whom he had oper¬ 
ated. The history was as follows: A. H., aged twenty, of healthy 
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parentage, had been seized in July, 1892, with sudden pain in both 
knees, which, radiating upward into the thighs, had caused the great¬ 
est discomfort on walking. This became more and more severe, and 
accompanied by irregular chills and fever supposed to be of malarial 
nature. About the middle of September a lump had been discovered 
in the right side of the abdomen just below the free border of the 
ribs. She had steadily lost flesh and strength, and when she entered 
St. Luke’s Hospital in November, 1892, was in a wretched condition 
of emaciation and anremia. Examination of the urine showed it to 
be acid, of a specific gravity of 1010 and to contain 3 per cent, albu¬ 
min, 10 per cent, pus deposit, no casts. 

Careful physical examination had proved negative, except for 
the presence of a round elastic tumor in the right flank, over which 
resonance was somewhat duller than over the rest of the abdomen. 

An exploratory laparotomy by the attending surgeon then on 
duty confirmed the diagnosis of an extra-peritoneal abscess. A lum¬ 
bar incision evacuated considerable pus and cheesy material. Little 
improvement had occurred, and of only temporary duration. As 
some doubt seemed to exist as to the site of the lesion, methylene 
blue had been administered by mouth, and its presence in the urine 
and in the discharge from the wound proved the kidney to be the 
seat of disease. 

Soon after coming under the speaker’s charge he had removed 
the kidney by a slight modification of Koenig’s incision, which 
included the existing sinus. 

She had been allowed up after three weeks. At about the sixth 
week the pedicle ligature of silk had been removed from the bottom 
of a sinus. Steady improvement had followed, and the patient was 
perfectly restored with a completely healed wound. 

Dr. Makkok also presented a large tuberculous kidney, removed 
September 12, 1891, by abdominal incision from a case upon whom 
supra-pubic cystotomy had been done by another surgeon to drain 
a bladder supposed to be the seat of cystitis and found normal. 
Death had resulted five days later from functional failure on the part 
of the other kidney, the operation wound being in satisfactory con¬ 
dition. The autopsy had shown amyloid degeneration of the abdom¬ 
inal viscera as the fatal factor. 

He thought that in both cases unnecessary operations might have 
been avoided had the gentlemen under whose charge they first came 
availed themselves of cystoscopy for diagnostic light. Earlier opera- 
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tion might, too, have saved months of suffering, and in the last case 
possibly affected the ultimate result. 

Dr. Makkof. also presented a kidney removed on April 28, 1892, 
after a preliminary nephrotomy for enormous pyonephrotic disten¬ 
tion. The case had been referred to him as one of perityphlitic 
abscess, with the history that two weeks before he had been suddenly 
seized with a chill, prolonged and severe in character, followed by- 
fever and great pain and tenderness in right hypochondrium. There 
had been no repetition of the chill, but high fever with increasing 
pain and tenderness had persisted. 

When admitted to Bellevue Hospital physical examination re¬ 
vealed only a very large elastic mass, which filled the left side of the 
abdomen and encroached for some distance beyond the median line. 
The urine was loaded with pus. 

An incision had been made just outside the right linea-semi- 
lunaris, and the mass identified as a distended kidney. Incision 
evacuated a very large amount of pus and urine, and revealed that the 
kidney was represented by a large abscess whose walls were not more 
than a line in thickness. Immediate improvement followed the 
nephrotomy, and three weeks later the kidney was removed through 
the original wound, enlarged by a second incision at right angles to 
its centre. Recovery had been uneventful. Unfortunately the patient 
eloped before a small sinus which marked the point of drainage had 
closed, and no further trace had been found of him. 

The cause of the pyonephrosis had not been discovered. 


ACUTE ASCITIC TUBERCULOUS PERITONITIS. 

LAPAROTOMY. RECOVERY. 

Dr. F. H. Makkoe presented a patient with the following 
history: D. C., male, aged sixteen, had been admitted to Bellevue 
Hospital, May 14, 1893, because of abdominal distention and fever. 
Examination had revealed an abdomen distended with fluid in a 
patient with a febrile movement, ranging between ioo° and 103° F. 
All the thoracic organs being apparently normal. 

He had been placed in bed and watched for eight days. During 
this time he had lost ground steadily, and readily consented to opera¬ 
tion. A median laparotomy showed the visceral and parietal perito¬ 
neum studded with miliary eruption. The great omentum was rolled 
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up, and together with the transverse colon, adherent as a sausage¬ 
shaped mass across anterior abdominal wall at about umbilicus. 
Several quarts of turbid, yellowish serum were evacuated, and the cavity 
thoroughly irrigated with warm borosalicylic solution. Complete 
closure of wound by tier sutures. Muscles and fascial planes being 
united by buried sutures of silkworm-gut. Uninterrupted recovery. 
Perfectly well, as far as can be ascertained, six months after operation. 

The speaker had operated on several cases of tuberculous peri¬ 
tonitis, but only two of this acute variety. In the first case the 
patient, when last heard front, two years ago, was in perfect health, 
two years and four months having elapsed since the operation. 

The diagnosis had been verified in both cases by microscopical 
examination of portions of the parietal peritoneum removed at the 
time of operation. 



